INQUIRY
Despite Medicaid being an entitlement, Federal rules currently give a state indirect influence over its Medicaid expenditure.
• • Enrollment: Statute requires coverage of "mandatory eligibility" groups (low-income children and pregnant women, aged and disabled receiving Supplemental Security Income [SSI], selected diseases, etc.). 4 A state may elect to cover "optional eligibility" groups (higher income children, pregnant women, aged, and disabled; medically needy; etc.). States vary in their enrollment of optional groups. • • Benefits: Statute requires coverage of "mandatory benefits" (inpatient, outpatient, laboratory, etc.). 5 A state may also choose to cover "optional benefits" (dental, vision, prescription drugs, hospice, etc.). States also differ in their coverage of optional benefits. • • Medicaid expansion: The Affordable Care Act (ACA) expanded Medicaid enrollment to low-income, nondisabled adults. 6 The Supreme Court subsequently ruled this "Medicaid expansion" to be noncompulsory. 7 • • Price: By setting the price per service, a state can indirectly affect the volume of services. 8 Congress intermittently proposes changing Medicaid from an entitlement to a discretionary program. 9 A block grant based on general population or FPL population would permit the Federal government limit its share of Medicaid to a fixed appropriation. 10, 11 States could also set limits on their own expenditure. States would gain flexibility setting their own priorities for enrollment and benefits (eg, a limited package of services for a large population vs extensive services for a narrower population). Finally, reduced Federal control might allow states to operate their Medicaid services more efficiently (eg, by substituting integrated care for fragmented services). On the other hand, converting Medicaid to a block grant could reduce coverage by eliminating mandated enrollment and benefits. 12 If a state can decrease its own Medicaid expenditure without affecting its Federal matching payment, then reductions of enrollment or benefits accrue entirely to the state. Also, states would likely widen their differences in the populations served and benefits provided.
This analysis investigates the effect of capitation on individual states. Which states gain or lose Federal payments under capitation by general population versus FPL population? Which states gain or lose as a dollar amount versus percentage change? Does capitation penalize states that previously expanded benefits via optional eligibility, optional benefits, ACA expansion, or pricing?
Methods
This analysis compares the effect of capitating the Federal share of Medicaid by the general population or FPL population in the 56 administrative divisions of the United States: 50 states, one Federal district, and five island territories. For brevity the tables refer to the 56 jurisdictions as states. The analysis assumes budget neutrality and no statutory FMAP rates (territories receive fixed rates not based on average per capita income: 55% for the island territories and 70% for the District of Columbia).
The data come from existing statistical series. The Census Bureau (CB) enumerates general population 13 and FPL population by jurisdiction. 14 The Centers for Medicare & Medicaid Services (CMS) report enrollment, 15 total Medicaid expenditure, Federal payments, 16 and payment per service. 17 The Kaiser Family Foundation (KFF) compiles jurisdictions' adoption of optional enrollment groups, benefits, and uptake of the ACA expansion. 18 The Medicaid and CHIP Payment and Access Commission (MacPAC), 19 US Government Accountability Office, 20 and KFF 21, 22 publish additional data on the island territories. These institutions make their data available as public use files. The analysis uses 2017 data wherever available (information about the island territories sometimes runs late).
Excel 365 software 23 converted the general and FPL population frequencies into proportional distributions by jurisdiction. Holding the total Federal payment constant at $352 billion and multiplying by the proportional distributions produced capitated totals. Subtracting them from the actual Federal payments quantified the dollar changes in Federal payment to each jurisdiction. Dividing these changes by their current Federal payments gave the percentage changes, highlighting capitation's effect on smaller jurisdictions (Table 1) .
R-Project software 24 cross tabulated Federal payment changes against selected state coverage choices ( These cross tabulations tested whether the coverage decision involved a sufficiently large sum to be affected by capitation. They implied nothing about causation. 
Results

Population
Half the general population resides in only 9 states (in order: California, Texas, Florida, New York, Pennsylvania, Illinois, Ohio, Georgia, and North Carolina). Half the Medicaid population enroll in 8 states (California, New York, Texas, Florida, Pennsylvania, Illinois, Ohio, and Michigan). Medicaid enrollment ranges from 9% of the general population in Utah and Wyoming to 73% in American Samoa (which does not determine Medicaid eligibility on an individual basis). 25 The 56 jurisdictions average 21% ± 10% (SD) of their general populations enrolled in Medicaid (Table 1) . Similarly, half of the population below the FPL lives in 9 jurisdictions (California, Texas, Florida, New York, Ohio, Georgia, Illinois, Puerto Rico, and North Carolina). The FPL population ranges from 7% of the general population in New Hampshire to 46% in Northern Marianas with a mean of 15% ± 7%.
Expenditure
Half the $572 billion in total Medicaid expenditure occurs in seven states (California, New York, Texas, Pennsylvania, Florida, Ohio, and Massachusetts). Total expenditure ranges from $30 million annually in the Northern Marianas to $82 billion in California. Dividing total expenditure by Medicaid population, cost-per-enrollee goes from $820 annually in American Samoa to $13,354 in North Dakota with an average of $7,437 ± $2,556.
Federal payments cover 62% of total Medicaid expenditure. Half of this $353 billion flows to 9 states (California, New York, Texas, Pennsylvania, Ohio, Florida, Michigan, Massachusetts, and Illinois). The Federal share ranges from 49% of total expenditure in New York to 75% in Mississippi with a mean of 58% ± 8%. The Federal payment varies from $17 million for the Northern Marianas to $49 billion for California.
Capitation by General Population
Multiplying the $353-billion Federal payments by the proportional distribution of the general population and subtracting from their current FMAP payments, 30 jurisdictions would receive larger Federal payments versus 26 with smaller payments. Half of this $52 billion in interstate transfers would accrue to 4 states (Texas, Florida, Virginia, and Illinois). Similarly, half the transfer would come from 4 states (New York, California, Ohio, and Pennsylvania). The change in Federal payment would range from −$16 billion for New York to +$10 billion for Texas. Geographically, Northeastern and West Coast states generally would transfer funds toward Southern and Mountain States.
Assuming no statutory rates, the island territories, Wyoming, and Virginia would each receive an increase of at least 100% in their Federal payments. Conversely, the District of Columbia, New York, Alaska, and New Mexico would suffer the greatest percentage decreases. The percentage change would range from -64% for the District of Columbia to 255% for the Northern Marianas.
Capitation by FPL
Multiplying $353 billion by the proportional distribution of the population <100% FPL and subtracting from their current Federal payments, 25 jurisdictions would receive larger Federal payments versus 31 with smaller payments. FPL capitation would transfer $60 billion with half the increase going to 3 states (Texas, Puerto Rico, and Florida). Half the transfer would come from 4 states (New York, California, Pennsylvania, and Massachusetts). The change in Federal payment would range from −$17 billion for New York to +$12 billion for Texas. The geographic pattern largely tracks capitation by general population.
As a percentage change, the 5 island territories, Wyoming, South Dakota, and Georgia would receive the largest increases in Federal payments. Conversely, District of Columbia would again lose more than half its Federal payment, followed by New York, Vermont, Maryland, and New Hampshire. The change would range from −58% for the District of Columbia to 1174% for the Northern Marianas. Note. Statistically significant relationships in bold. ACA = Affordable Care Act; FPL = Federal Poverty Line.
Selected Coverage Options Under Capitation by General Population
States make different choices about optional coverage. For example, 33 jurisdictions enroll pregnant women with MAGI >200% FPL. However, the states' MAGI limit does not associate with higher versus lower Federal payments under capitation by general population. Similarly, neither the 48 jurisdictions with dental coverage nor the 39 jurisdictions offering vision benefits would suffer systematic decreases in their Federal payments. Conversely, the 32 jurisdictions adopting the ACA expansion would receive lower Federal payments (χ² = 24.5, p < 0.000001). Finally, price per service above or below $400 would not affect Federal payment ( Table 2 ). 
Selected Coverage Options Under Capitation by FPL
Discussion
Capitation by general population would transfer 15% of the $343-million Federal payment between jurisdictions. FPL capitation would increase the shift to 17%. These proportions seem relatively modest considering the jurisdictions' different decisions on coverage and pricing. Indeed, Table 2 suggests that only the ACA expansion and income limits involve enough expenditure to be affected by capitation. Populous jurisdictions account for most of the shift in Federal payments under either form of capitation. Texas, Puerto Rico, Florida, Virginia, and Illinois receive most of the increase, while New York, California, Ohio, Pennsylvania, and Massachusetts account for most of the decrease. Coverage decisions smaller than the ACA expansion largely cannot offset these states' large populations. Tax effects outside the scope of this article should exacerbate this trend. Puerto Rico, Virginia, Florida, Texas, Pennsylvania, and Ohio receive more Federal benefits than they pay in taxes, while New York, California, Illinois, and Massachusetts pay more than they receive. 26 Conversely, small jurisdictions can experience substantial percentage changes despite minimal dollar shifts in Federal payments. The island territories would enjoy the largest increases, and District of Columbia would suffer the largest decrease under either form of capitation. These findings highlight the uneven effect of Congress setting statutory rates for the non-state jurisdictions. The District of Columbia receives a larger Federal payment than warranted under either FMAP (per capita income) or capitation, whereas the island territories get less. Their respective economies may have changed since 1965, when Congress fixed these rates. Consistent policymaking suggests using the same formula for states and territories, whether FMAP or capitation.
Forces external to Medicaid largely drive the recurrent debates over capitation versus entitlement. This analysis generates data to inform the discussions. If Medicaid policies change, governments can prepare to buffer the transitions.
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